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 S 000 INITIAL COMMENTS  S 000

This was a state hospice complaint  survey.

Complaint IN00161464 - Unsubstantiated: Lack 

of sufficient evidence.

Survey Dates:  February 2-6, 2015

Facility #: 003154

Medicaid #: 200142900B

Surveyor : Nina Koch

Heartland Hospice is in compliance with IC 16-25 

and 418.52, 418.56, 418.64, and 418.76 as 

related to this compliant.

Census:

467
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